WORKERS COVPENSATI ON PROTOCOLS
WHEN PRI MARY I NJURY | S PSYCH ATRI ¢/ PSYCHOLOG CAL

General Cuidelines

Pati ent must have a di agnosed nmental illness on Axis I
as defined by DSM 1V that, by accepted nedi cal standards,
can be expected to inprove significantly through nmedically
necessary and appropriate therapy. The enotional i npairnment
must be of such a degree to severely interfere with social,
famlial, or occupational functioning.

For the purpose of determ ning nedical necessity of
care, nedical necessity is defined as "Services and supplies
by a provider to identify or treat an illness that has been
di agnosed." They are:

A. Consistent with the efficient diagnosis and treatnent
of a condition, and standards of good nedi cal practice.

B. Required for other than convenience.

C. The nost appropriate supply or level of service.

D. Unable to be provided in a nore cost effective and
efficient manner; and

E. Unable to be provided el sewhere by a | ess intensive
| evel of care.

The eval uation and assignment of nmental illness
di agnosi s nust take place in a face-to-face eval uati on of
the patient performed by a psychiatrist or doctoral |evel
clinical psychol ogist.

Presence of the illness(es) nmust be docunented through
t he assi gnnent of appropriate DSM IV codes on all axes (-
V), using published criteria.

Whenever feasible and appropriate, psychiatric care and
treatnment should take place in an outpatient setting or the
| ess intensive treatnent setting able to neet the patient's
needs. Structured outpatient prograns are considered the
treatment of first choice. Inpatient treatnent is
consi dered nedically necessary when all |ess intensive
| evel s of treatnment have been determ ned to be unsafe or
have been unsuccessful .
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The initial evaluation should include not only
docunentation of the diagnosis (DSM IV, axes |-V) but also
an initial treatnent plan, individualized goals for
treatnment, treatnment nodalities to be used, and di scharge
pl anni ng.

A progress note docunenting the provider's treatnent,
the patient's response to treatnent, and the persistence of
t he problens that necessitate continued care despite
treatnment efforts, with the energence of additional problens
consistent wwth the initial diagnosis, nmust be witten for
each session of treatnment. Docunentation of disposition
pl anni ng should be an integral part of each session note.
Response, non-response or severe reactions to nedications
gi ven nust be recorded.
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ADULT PSYCHI ATRI C HOSPI TALI ZATI ON CRI TERI A

Medi cal necessity of psychiatric inpatient adm ssion
must be docunented based on conditions defined under either
Section | or Section II.

|. Criteria for Adni ssion Based on Severity of Illness.

A. Patient makes direct threats or a reasonable
i nference of serious harmto self or to the body or property
of ot hers.

B. Violent, unpredictable or uncontrolled behavior,
including patients with organic brain inpairnment and/or
functional illness.

C. Lack of insight, unwillingness or inability to
adequately care for one's physical needs. Acute cases may
i nclude starvation or failure to take essential nedications
accurately and safely.

D. Lack of response to previously attenpted parti al

hospi tal i zati on managenent of nedication and/or
psychot her apy.

1. Criteria for Adni ssion Based on Intensity of Service.

A. Need for daily skilled observation by both MD and
RN staff(such as, but not limted to):

(1) To confirm di agnosi s;

(2) To initiate nedication regine;

(3) To regul ate dosage of potent nedication; or
(4) To withdraw potent nedication.

B. Need for electroconvul sive shock therapy.
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[11. Criteria for Continued Stay.

The treatnent plan should include docunentation of
di agnosi s, individualized goals of treatnment and therapeutic
nodal ities. The medical record nust include daily progress
notes by the psychiatrist or psychol ogi st.

Wi | e docunentation may justify the need for continued
hospitalization, the Medical Advisory Board expects that
each service rendered by a physician or other provider of
care and reported for paynent be docunented in the nedica
record. Docunentation should include:

A.  The persistence of the problens that necessitated
the adm ssion, despite therapeutic efforts, or the energence
of additional problens consistent with the adm ssion
criteria.

B. Severe reaction to the nedication or need for
further nonitoring and adjustnent of dosage.

C. Attenpts at therapeutic re-entry into the comunity
have resulted in exacerbation of the psychiatric illness.

D. Psychiatric evidence or rationale indicating the
need for stabilization of patient's condition to a point
where stress of community re-entry does not substantially
ri sk an exacerbation of the psychiatric illness.
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HOSPI TALI ZATI ON CRI TERI A FOR SUBSTANCE DEPENDENCY

(Applies to Psychiatric Hospitals and General Hospital
Psychiatric Units)

Adm ssion to a psychiatric hospital is appropriate for
al cohol and/or drug dependency of a severity which requires
intensive intervention by a nmulti-disciplinary health care
team i ncl udi ng physici ans, nurses, counselors, soci al
wor kers, and other therapists. Evidence should be present
that outpatient care or treatnment in an internedi ate care
facility has been attenpted recently, but has been
unsuccessf ul .

The patient also nust have, in addition to substance
dependency of a severity described above, a psychiatric
di sorder which inhibits his/her ability to be treated in a
| ess intensive setting. There nust be docunented evidence
of a present and acute psychiatric disorder of a severity
whi ch woul d require hospitalization in and of itself in
accordance with the Adult Psychiatric criteria.

| . SUBSTANCE DEPENDENCY CRI TERI A FOR REHABI LI TATI ON
SERVI CES FOR ADM SSI ON.

Patient needs to neet the Adult Psychiatric Adm ssion
Criteria and both of the adm ssion criteria given bel ow.

A. Patient has al cohol and/or drug dependency of a
severity which requires intensive intervention, at a
hospital |evel of care, by a nmulti-disciplinary health care
t eam i ncl udi ng physici ans, nurses, counselors, social
wor kers, and other therapists. Evidence that the patient
cannot be treated in a residential center for substance
abuse nust be docunent ed.
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B. Patient has, in addition to substance dependency of
a severity described above, a psychiatric disorder which
inhibits his/her ability to be treated in a | ess intensive
setting. Evidence of a present and acute psychiatric
di sorder of a severity which would require hospitalization
in accordance with the adult psychiatric criteria nust be
docunent ed.

1. CRITERI A FOR CONTI NUED STAY

The patient needs to neet the Adult Psychiatric
Continued Stay Criteria, as well as (all of) A through D
bel ow.

A.  The treatnment plan should include docunentation for
both the substance dependency and psychiatric di sorders of
i ndi vidual i zed goal s of treatnent and therapeutic
nodal i ti es.

B. The nedical record should include daily patient's
progress notes by the psychiatrist, psychologist, or primry
t herapi st. Evidence should be presented as to whether or
not the problens necessitating adm ssion have changed in
response to specific treatnment nodalities being utilized.

C. Docunentation of all therapeutic nodalities being
provided to the patient on a daily basis should be present
and shoul d specify the plan of treatnent and patient's
pr ogr ess.

D. Post-hospital treatnment planning and referral
efforts that have been conducted as soon as the initial
eval uation is conplete nust be docunented in the treatnent
pl an and progress notes.
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RESI DENTI AL TREATMENT CRI TERI A FOR SUBSTANCE ABUSE

CRI TERI A FOR ADM SSI ON

Medi cal necessity for admi ssion to a residential
subst ance abuse treatnent facility nmust be documented by the
presence of all of the criteria belowin Section A and
Section B.

In addition, it is noted that structured professional
outpatient treatnment is the treatnent of first choice.
Residential treatnment, when indicated, should (a) be
i ndi vi dual i zed and not consist of a standard, pre-
establ i shed nunber of days, and (b) should follow recent
outpatient treatment in a structured professional program of
significant duration and intensity during the course of
whi ch the patient has not been able to maintain abstinence
for a significant period of tine.

A.  Severity of Need.

1. The provider nust be able to docunent that the
i ndi vi dual has a history of al cohol/substance dependence but
is nentally conpetent and cognitively stable enough to
benefit from adm ssion to the inpatient programat this
point in time. Individual days during any part of the stay
where the patient does not neet this criterion cannot be
certified as nedically necessary.

2. Individual exhibits a pattern of severe al cohol
and/ or drug abuse as evidenced by continued inability to
mai nt ai n absti nence despite recent professional outpatient
i ntervention.

| f the patient has not been in a recent outpatient
program (i.e., the past 3 nonths), then the follow ng
conditions nmust be net: 1) patient nust be residing in a
severely dysfunctional living environment; or 2) there nust
be actual evidence for, or clear and reasonable inference of
serious inmm nent physical harmto self or others directly
attributable to the continued abuse of substances which
woul d prohibit treatnment in an outpatient setting.

3. For individuals with a history of repeated
rel apses and a treatnment history involving multiple
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treatment attenpts, there nust be docunmentation of the
restorative potential for the proposed adm ssion.

B. Intensity of Service.

Due to significant inpairnment in social, famli al
schol astic or occupational functioning, the individual
requires intensive individual, group, and fam |y education
and therapy in an inpatient rehabilitative setting.

1. CRITERI A FOR CONTI NUED STAY

In addition to neeting all of the adm ssion criteria on
a daily, continued basis, there nust be daily docunentation
supporting the need for continued inpatient treatnment. All
of A through C bel ow need to be net.

A. Progress Notes - Daily docunenting of the
providers' treatnent, the patient's response to treatnent,
and the persistence of the problens that necessitated the
adm ssion, despite treatnment efforts, or the energence of
addi ti onal problens consistent with the adm ssion criteria.

B. The persistence of the problens that caused the
adm ssion to the degree that woul d necessitate continued
i npatient care, despite therapeutic efforts, or the
enmer gence of additional problens consistent with the
adm ssion criteria and to the degree that woul d necessitate
continued inpatient care.

C. Cdear and reasonable evidence that re-entry into

the community would result in exacerbation of the illness to
the degree that would require an inpatient |evel of care.
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CRI TERI A FOR ADM SSI ON AND LENGTH OF STAY
FOR ALCOHOL/ DRUG DETOXI FI CATI ON AND AN | NPATI ENT SETTI NG

Pati ent nust neet both of the criteria under the
appropriate section.

. CRITERIA FOR ADM SSI ON

A. Patient has a history of heavy and conti nuous
al cohol /drug use requiring detoxification services where (a)
there is the potential for serious physical harmfromthe
side effects of withdrawal and (b) these services cannot be
provi ded on an outpatient basis. Services that cannot be
provi ded on an outpatient basis nust require intensive
nursing and medi cal treatnent intervention on a 24-hour
basis in order to be nedically necessary on an inpatient
basi s.

B. Patient presents signs and synptons of inpending
wi t hdrawal and/or history of seizures of deliriumtrenens
and requires intensive nursing and nedi cal treatnent
intervention on a 24-hour basis.

1. CRITERIA FOR CONTI NUED STAY

A Docunent ati on of the need for skilled observation
and nedical treatnent consistent with AEP criteri a.

B. Docunentation of physical signs and synptons of
acute wi thdrawal which require intensive nursing and nedi cal
treatnment intervention on a 24-hour basis. This
docunent ati on nust be noted three tinmes daily, of which one
such notation nmust be made by a physi ci an.

I11. CONDI TI ONS LI KELY AND UNLI KELY TO BE RELATED
TO TRAUVA OR WORK

The foll ow ng classes of disorders are frequently
di agnosed post-traum

A.  Cognitive Mental Disorders.
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Cogni tive nent al

physi cal disorders - (mainly deliriunms, but occasional
denmenti as).
B. Mood Disorders.

Depressi ve Di sorders NOS
Maj or Depression (all types)

Anxi ety Disorders.

Panic Disorder (with or wthout Agoraphobi a)
Agor aphobi a wi t hout Panic

Speci fic Phobi a

Post-Traumatic Stress Di sorder

General i zed Anxi ety Di sorder

Anxi ety Disorder NOS

Acute Stress disorder

Anxi ety due to a (conpensabl e) general nedical

condi ti on

D.

E.

F.

medi cal

The follow ng classes of disorders are rarely post-

Somat of or m Di sorders

Conversi on D sorders

di sorders associated with Axis |11

Pain Disorders (all types, if pain secondary to a
conpensabl e i njury)

Adj ustnment Di sorders (all types) (note: reaction
lasts no nore than six (6) nonths)

Psychotic Di sorders NOS

Brief Psychotic Disorder

Psychotic di sorder due to a conpensabl e gener al
condi tion

trauma and in the conmmittee's opinion are not caused or

wor sened by industrial injuries, diseases, or stresses.

A

Organic Mental Disorders.

Denentias arising in the senium and preseni um

Al zhei mer's.

Multi-infarct denenti a.
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Psychoacti ve substance-i nduced organi c nent al
di sorders.

Al cohol (intoxication, idiosyncratic intoxication,
unconpl i cated al cohol w thdrawal, w thdrawal delirium
hal | uci nosi s, amestic di sorder, denentia associated with
al cohol i sm

Amphet am ne (intoxication, wthdrawal, delirium
del usi onal di sorder)

Caf f ei ne (i ntoxication)

Cannabi s (intoxication, delusional disorder)

Cocai ne (intoxication, wthdrawal, delirium
del usi onal di sorder)

+ Hal | uci nogen (hal | uci nosi s; del usional, nood, or
post hal | uci nogen perception di sorders)

+ | nhal ant (i ntoxication)

Ni cotine (w thdrawal)
* Opioid (intoxication, wthdrawal)
Phencycl i dine (PCP) (intoxication, delirium
del usi onal nood or organic nental disorders)

* Sedative, hypnotic or anxiolytic (intoxication,
wi thdrawal , withdrawal delirium amestic disorder)

* O her or unspecified psychoactive substance
(intoxication, wthdrawal, delirium denentia, hallucinosis;
del usi onal, nood, anxiety, personality, or organic nental
di sorders)

B. Psychoactive Substance Use Di sorders.
Al cohol (dependence, abuse)
Amphet am ne (dependence, abuse)
Cannabi s (dependence, abuse)
Cocai ne (dependence, abuse)
Hal | uci nogen (dependence, abuse)
| nhal ant (dependence, abuse)
Ni cotine (dependence)
* Opi oi d (dependence, abuse)
Phencycl i di ne (PCP) (dependence, abuse)
* Sedative, Hypnotic or Anxiolytic (dependence, abuse)
Pol ysubst ance dependence
Psychoacti ve substance dependence or abuse NOS
+ = conpensable if an industrial agent exposure occurs at
wor ksi te.
* = conpensable if iatrogenic via treatnent for conpensabl e
i njury.
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C. Schi zophrenia (catatonic, disorganized, paranoid,
undi fferenti ated, residual).

D. Delusional (Paranoid) D sorder (erotomanic,
grandi ose, jeal ous, persecutory, somatic, unspecified)

E. Psychotic D sorders Not El sewhere C assified
Schi zophreni f orm di sorders
Schi zoaffective di sorders
| nduced (shared) psychotic disorder

F. Mood Disorders
Bi pol ar di sorders (M xed, Manic, Depressed)
Dysthym c Disorder (all types)

G Anxiety D sorders
Soci al Phobi a
bsessi ve Conpul sive Di sorder
H  Somat of orm Di sorders
Body Dysnor phic Di sorder
Somati zati on Di sorder
Hypochondri asi s
. Al D ssociative D sorders
J. Sexual Disorders
Al'l sexual dysfunctions (unless caused by a physical
di sorder caused by a work injury, or psychogenic only
secondary to work stress, disease or injury). Not

conpensable if lifelong or acquired through other than
conpensabl e neans.

Sexual di sorder NOS

K. Sleep Disorders, all types, - unless there is an
organic factor related to the conpensable injury.

L. Factitious D sorders, (all types)

M I npul se Control Disorders Not El sewhere C assified
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Interm ttent Explosive D sorder
Kl ept omani a

Pat hol ogi cal Ganbl i ng

Pyromani a

Trichotill omani a

| npul se Control Disorder NOS

N. V Codes for Conditions Not Attributable to a Ment al
D sorder that are a Focus of Attention or Treatnent.
Academ ¢ Probl em
Adult Anti soci al Behavi or
Borderline Intellectual Functioning
Chi | dhood or Adol escent Anti soci al Behavi or
Mal i ngeri ng
Marital Problem
Parent-Child Probl em
O her Interpersonal Problem
O her Specified Fam |y G rcunstances
Phase of Life or O her Life C rcunstances Problem
Unconpl i cat ed Ber eavenent

O Disorders Usually First Evidence in Infancy,
Chi | dhood, or Adol escence as defined in DSM |V
Cl assification

P. Al Personality Disorders
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UTI LI ZATI ON REVI EW CRI TERI A

OUTPATI ENT MENTAL HEALTH AND SUBSTANCE ABUSE TREATMENT
PROTOCOL

Mental heal th and substance abuse outpatient services
are defined as partial hospital, intensive outpatient
progranms, outpatient therapy, and all other noninpatient
treatment. The criteria contained in this protocol have
been devel oped for outpatient nental health and substance
abuse services that are less intensive than parti al
hospitalization or intensive specialty outpatient treatnent
progr ans.

Qut patient treatnent protocols are based on both
necessity of care and treatnent approach. Qutpatient
treatment is based on Severity of Illness (SI) and Intensity
of Service (1S) indicators. Patients nust have psychiatric
and/ or substance abuse disorders with appropriate Severity
of Illness and Intensity of Service indicators for
outpatient treatnent to be determned to be nmedically
necessary.

Medi cal necessity is defined as foll ows:

"Services and supplies by a provider to identify or
treat an illness that has been diagnosed. They are:

a. consistent wth:
(1) the diagnosis and treatnent of a condition;

and
(2) standards of good nedical practice;
b. required for other than conveni ence; and
c. the nost appropriate supply or |evel of
service."

The followng criteria are a nore detail ed el aboration
of the above definition for the purpose of establishing the
medi cal necessity of outpatient nental health services.

1. The method of treatnment specified in terns of

treatnment framework or orientation, treatnent nodality,
treatment frequency, and estimate of treatnent duration;
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2. provision of nmeasurable, target criteria for interim
goal s and end of treatnment goals to be used to determ ne
both that 1) treatnent is progressing and 2) when treatnent
is no |longer indicated; and

3. an alternative plan to be inplemented if patient
does not make substantial progress toward the given goals in
a specified period of tinme. Exanples of an alternative plan
are a second opinion or introduction or adjunctive or
alternative therapies.

CONTI NUED QOUTPATI ENT TREATMENT CRI TERI A

After initial treatnment has been conpleted (GAF=70),
continued psychot herapy treatnment is indicated only if
criteria below are net

|. Severity of Illness Indicators

Conti nued out pati ent psychotherapy treatnent requires
the presence of each of the follow ng Severity of Illness
| ndi cators:

A. A DSMIV diagnosis on Axis |I.

B. A description of DSM 1V psychiatric synptons,
behavi oral (occupational) and/or cognitive dysfunction,
consistent wth the di agnoses given; and

C. Inpairnment in occupational functioning due to those
psychiatric synptons. To address nedical necessity in the
context of varying patient needs, this inpairnent in
functioning is divided into two subcategori es.

1. Patients in the m ddl e phases of treatnent (six
one- hour sessions over six weeks) who typically have
fluctuating degress of inpairnments in functioning as
evi denced by a specific clinical description. GAF scores
fluctuate but nmay exceed 71 for the six-week period prior to
review. Such scores are frequently considered typical and
appropriate within the context of the progressive response
to treatnent and the treatnent plan
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Anong the factors considered in making a
determ nation on the continued nedi cal necessity of
treatnment in this phase are the frequency and severity of
previ ous rel apses, level of stressors, and other relevant
clinical indicators.

2. Patients in the final and consolidation
phases of treatnment (six one-hour sessions over twelve
weeks) who typically have GAF scores above 71. Such scores
are frequently considered typical and appropriate within the
context of the progressive response to treatnment and the
treatment plan.

However, if the |level of functioning has
progressed to the point that the patient has sustained a GAF
score above 71, serious consideration should be given to the
medi cal necessity of continued treatnment. Options to
consider are: a) termnation of treatnment or b) reduction
in the level and/or type of treatnent previously given.

Note: Medication managenent with a visit every ei ght weeks
for 15-20 m nutes may be necessary indefinitely and shoul d
be reviewed on a case-to-case basis.

As above, the factors considered in making a
determ nati on about the continued nedical necessity of
treatnment in this phase are the frequency and severity of
previ ous rel apse, |evel of stressors, and other rel evant
clinical indicators. The therapist should be able to
expl ain whether the therapeutic nodality being utilized wll
shift (and if not, why) when there has been sustai ned
i nprovenent as neasured in part by a GAF score over 71.

1. Intensity of Services Indicators

Conti nued out pati ent psychotherapy treatnent requires
t he presence of each of the follow ng indicators.

A.  An update of the nmedically necessary and
appropriate treatnment plan specific to the patient's
i mpai rment in functioning and DSM |V psychi atric synptons,
behavi or or cognitive dysfunctions.
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B. The treatnent plan update nmust identify:

1. all changes in target specific DSM IV
psychi atric synptons, behavior, and cognitive dysfunction
bei ng treated;

2. all nodifications, if any, in biologic,
behavi oral, psychodynam c or psychosocial framework(s) of
treatnment for each psychiatric synptom cluster and/or
behavi or;

3. all changes in the specific and neasurable
goals for treatnent specified in terns of synptom
al I evi ati on, behavioral change, cognitive alteration,
psychodynam ¢ change, or inprovenent in occupational
functi oni ng;

4. all nodifications in treatnment nethods in terns
of :

treatnment framework or orientation
treatnment nodality,
treatnment frequency, and

. estimate of treatnent duration;

5. progress in neasurable, target criteria used to
identify both interimtreatnent goals and end of treatnent
goals to determne 1) treatnent is progressing and 2) goals
have been net and treatnent is no | onger needed;

6. alternative plan to be inplenented if patient
does not make substantial progress toward the given goals in
a specified period of tinme. Exanples of an alternative plan
are a second opinion or introduction of adjunctive or
alternative therapies.
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ADULT PSYCHI ATRI C PARTI AL HOSPI TALI ZATI ON CRI TERI A

Preanbl e - Medical necessity is defined as "services and
supplies by a provider to identify or treat an illness that
has been di agnosed or suspected. They are:

a. consistent wth:
(1) the diagnosis and treatnent of a condition;

and
(2) standards of good nedi cal practice;
b. required for other than conveni ence; and
c the nost appropriate supply or |evel of
servi ce.

When applied to inpatient care, the termmeans: "the
needed care cannot be safely given on other than an
i npati ent basis."

The purpose of this protocol is to define and clarify
criteria for when partial hospitalization for psychiatric
treatnment neets the above definition for nedical necessity.

PRI NCI PLES FOR CERTI FI CATI ON

When a patient has a psychiatric disorder that requires
prof essi onal evaluation and treatnent, he/she should be
treated at the | east intensive outpatient |evel appropriate
for the condition prior to partial hospital/day treatnent;
unl ess there is conpelling evidence to the contrary.

|. Criteria for Adm ssion

Medi cal necessity for psychiatric partial
hospitalization treatnent nust be based on neeting the
conditions defined under Section A, 1 and 2 (both nust be
nmet) and either 3 and 4, as well as neeting all of the
criteria defined under Section B

A. Severity of Need
1. Pati ent nust have a nental ill ness. Ment al

illness is defined as Axis | psychiatric disorder that, by
accepted nedi cal standards, can be expected to inprove
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significantly through nedically necessary treatnent and
t her apy.

2. There is clinical evidence that docunments that a
| ess intensive outpatient setting is not appropriate at this
time and/or a day treatnent program can safely substitute
for or shorten a hospital stay.

3. There is clinical evidence that the patient
woul d be at risk to self or others if he were not in a
partial hospitalization program Additionally:

a. Patient can contract for safety in a
structured environment under clinical supervision for part
of the day and has a suitable environment for the rest of
the tinme; or

b. The patient is believed to be capabl e of
controlling this behavior and/or seeking professional
assi stance or other support when not in the partial hospital
setting.

4. As a result of the patient's nental disorder
there is an inability to adequately care for one's physical
needs, representing potential serious harmto self.

B. Intensity of Service

1. In order for a partial hospital programto be
safe and therapeutic for an individual patient, professional
and/ or social supports nust be identified and available to
the patient outside of program hours, and the patient nust
be capabl e of seeking them as needed.

2. The patient's condition nust require intensive
nursing and nedical intervention for nore than three (3)
hours per day and for nore than two (2) days per week.

3. The individualized plan of treatnent for partial
hospitalization requires treatnent by a nultidisciplinary
team A specific treatnment goal of this teamis inproving
synptons and | evel of functioning enough to return the
patient to a | esser |evel of care.
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1. Criteria for Continued Stay

In addition to continuing to neet the criteria given
above for adm ssion, patients nust neet A and B

A. Progress notes for each day that patient is in a
partial hospital/day treatnment program docunenting the
provider's treatnent, the patient's response to treatnent,
and the persistence of the problens that necessitated the
adm ssion to the partial hospitalization program despite
treatnment efforts, or the enmergence of additional problens
consistent with the adm ssion criteri a.

B. Docunentation that attenpts at therapeutic re-entry
into a less intensive | evel of care have or would result in
exacerbation of the psychiatric illness to the degree that
woul d warrant the continued need for partial hospitalization
servi ces.

PROTOCOL HI STORY
Passed: 9/01/92
Ef fective: 9/22/92
Revi sed: 11/ 19/ 02
Ef fective: 12/10/02
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